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ABSTRACT 
Health outcomes are strongly tied to social class. Childhood environment, level of 
education, income, and even neighborhood characteristics are strongly correlated with 
negative health outcomes such as obesity, diabetes, hypertension, stress, and others. Despite 
extensive research chronicling these structural factors, federal, state, and community 
initiatives to combat these issues target individuals as actors responsible for enacting change 
through their personal choices, ignoring the systemic barriers that many people face to make 
healthy decisions. Tying Bourdieu’s theory of class distinction, system justification, and 
neoliberal theory, I conducted and analyzed 11 qualitative, semi-structured interviews with 
Americans of varied class backgrounds. These were analyzed to understand whether 
individuals perceive health outcomes as the result of neoliberal choice or of structural 
conditions of socioeconomic positioning, which for the purposes of this study is measured 
primarily as a combination of income and education. The results suggest that individuals with 
lower income and education characterize obstacles to health as a result of their personal 
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choices, reflecting a subscription to neoliberal ideology which mandates rational choice and 
personal responsibility. Individuals with lower socioeconomic status were also more likely to 
state positive attitudes of doctors and medical professionals despite negative experiences 
with them, reflecting the structural limitations of low capital. In contrast, those with higher 
income and education tend to characterize obstacles to health as a result of deficiencies in the 
health care system, class advantages, and the economic cost of a healthy lifestyle, as well as 
hold more negative views of doctors, reflecting the high capital that allows them mitigate 
poor medical care. This study did not find race, gender, or age to have a meaningful systemic 
effect on either individuals’ subscription to neoliberal ideology or their trust in doctors, but 
these variables may have effects that could be observed in a larger sample. 
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CHAPTER 1 
INTRODUCTION 
It has been 21 years since Lantz, House, Lepkowski, Williams, Mero, and Chen 
(1998) published their landmark longitudinal study finding that differences in health 
behaviors are not enough to explain socioeconomic health disparities. Instead, income and 
education have a greater effect on health outcomes, regardless of an individual’s engagement 
in risky health behaviors. Since then, several studies have come to the same conclusion 
(Lantz, et al., 2001; Margolis, 2013; Sudano & Baker, 2006). Despite this research, many 
local, state, and federal health initiatives continue to focus on changing individual health 
behaviors in order to reduce health disparities. The Mid-America Regional Council which 
serves the Kansas City area and beyond lists four health initiatives for 2019 on their website 
and only one of these does not focus on changing individual health behaviors (MARC, 2018). 
Missouri Council for Activity and Nutrition’s (MOCAN) strategic plan (2016) for 2016-2020 
lists five goals within their plan to “foster and support healthy living initiatives”, all of which 
focus on changing people’s consumption and activity choices, along with gaining other 
community partners in doing so. The U.S. Department of Health and Human Services 
dedicates a large section of its Strategic Plan FY 2018-2022 on its goals to change individual 
behaviors such as activity level, diet, and smoking (2019). 
These initiatives reflect a neoliberal ideal of health in accordance with the mythology 
of the American Dream, positing that just like success, good health is available to those who 
work hard enough for it, and assume that disparities in health are an issue of ignorance. This 
view ignores the many structural factors that inhibit people’s access to good health and 
healthy behaviors, whether or not they know what those behaviors are. Despite the plentiful 
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research that establishes a relationship between poor health and socioeconomic status, 
popular opinion and policy still operate within this neoliberal framework.  
This study explores how people characterize their own health and, more importantly, 
if they recognize their socioeconomic status as a determining factor in their health. It also 
explores individual’s attitudes and opinions of doctors and medical professionals, and the 
level of trust that they place in them. Drawing on research of neoliberal ideology and rational 
choice theory, this study examines how lower socioeconomic status individuals may be more 
likely to subscribe to neoliberal ideology in order to justify their poor health. 
 To explore these topics, I conducted 11 semi-structured interviews with residents of 
the Kansas City Metropolitan area of varying race, age, gender, and socioeconomic status, 
which was measured as a combination of income and level of education. These interviews 
focused on individual’s personal health experiences and how they perceived or made sense of 
those experiences. The data from these interviews was used to investigate how 
socioeconomic status impacts people’s perceptions of the obstacles to their health. In other 
words, what are individuals’ situated perspectives of their health and their barriers to good 
health, and do these perspectives differ along the socioeconomic spectrum?  
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CHAPTER 2 
REVIEW OF THE LITERATURE 
Background 
Research over the past two decades has demonstrated a strong positive relationship 
between health and socioeconomic status. Studies have clearly shown that those with low 
socioeconomic status have poorer health outcomes (Olafsdottir, 2007), shorter life 
expectancy (Huie, Krueger, Rogers, & Hummer, 2003; Lantz, Golberstein, House, & 
Morenoff, 2010), and higher morbidity (Bacon, Bouchard, Loucks, & Lavoie, 2009; Liao, 
McGee, Kaufman, Cao, & Cooper, 1999).  
Just as the concept of socioeconomic status itself is complex- combining income, 
occupation, level of education, capital, and even race and gender – so is the relationship 
between socioeconomic status and health complex. Research suggests that any one of these 
socioeconomic components can have an effect on health, as well as their various 
intersections. Individual income is a strong predictor of health outcomes and mortality 
(Brodish & Hakes, 2016) as is educational attainment (Hahn & Truman, 2015). Further, 
educational attainment and occupational status of parents is related to poor childhood health, 
and this in turn has an effect on income attainment for those children as they become adults 
(Haas, 2006). Socioeconomic status in childhood can even be predictive of health outcomes 
into old age (Zimmer, Hanson & Smith, 2016). Further, race has been shown to impact health 
through socioeconomic attainment (Pais, 2014) and gender has been shown to impact health 
through educational attainment (Levine et al., 2019).  
Some have argued that these various socioeconomic pathways can be understood as 
affecting access to choices and therefore effecting health outcomes through individual 
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behavior in terms of the availability of choice (Leichter, 2003). However, some research has 
contested this. For example, risky health behavior has been found to be more prevalent in 
men with mid to upper income ranges than those with the lowest or the highest income 
ranges (Grzywacz, 2000), which suggests that health behavior and socioeconomic status do 
not necessarily follow a linear pattern, while socioeconomic status and life expectancy do 
(Chetty et al., 2016).  As such, socioeconomic status has an impact on health outcomes 
independent of individual choice or health behavior. Therefore, more research is required to 
understand the particular mechanisms and pathways by which socioeconomic status impacts 
health.  
Within the myriad of sociological studies of health and socioeconomic status, there 
are surprisingly few that use qualitative data to understand the relationship. Considering how 
many studies use individuals and their behavior as the subject, there are very few that 
approach the individuals themselves to explain their health outcomes. Rather than compare 
data on the rates of various health outcomes for various socioeconomic groups, this study 
explores how individuals perceive the obstacles to their health and whether their perceptions 
are influenced by their social positioning.  
There are many sociological studies which use neoliberalism as lens with which to 
analyze health, but they do not always define the ways they are using neoliberalism as an 
analytical tool (Bell and Green, 2016). For this reason, it is necessary to define neoliberalism 
in this study, how it translates to the healthcare field, and how it is being used to explain 
health disparities. This study will also incorporate system justification theory and Bourdieu’s 
concepts of capital, habitus, and field as analytical tools to explore this relationship. 
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Neoliberalism and Rational Choice Theory 
Liberalism is an economic philosophy which advocates a free market with minimal 
political constraints so that businesses can operate on a cost-benefit basis, while 
neoliberalism refers to this same concept extrapolated to individuals to frame them as 
entrepreneurial entities who act according to market values (Brown, 2003). Therefore, under 
a neoliberal framework, individuals are “free” to act and make decisions in their own best 
interest, which theoretically will support the public interest (Turner, 2008). The adoption of 
neoliberalism places businesses and individuals alike as responsible entities whose success or 
failure is a direct result of their choices and their ability to adapt to the changing demands of 
the market.  
This concept assumes rational choice theory: that individuals are rational actors who 
will choose according to their best interest, and that that choice will remain constant across 
contexts or social situations (Levin & Milgram, 2004). However, as Willis et al. (2016) point 
out, sociological research on human behavior refutes this theory of rational choice. Instead, 
individual decisions are made in “an interactive context” and “limited and constrained by the 
operation of various social structures” (2016, p. 203). As such, individuals positioned 
differently in social structures may have drastically different capacities for rational decision 
making, resulting in drastically different outcomes. In terms of neoliberalism, the lack of 
“rational” decision making becomes a failure of individuals which leads to their respective 
failures instead of evidence that social positioning can have a large effect on the number of 
one’s choices, their decision making ability, and their access to second chances when poor 
decisions are made.  
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When individuals themselves subscribe to neoliberal ideology, they hold themselves 
accountable for obstacles and failures they actually have little to no control over. Instead, 
they try to mitigate failure by competing with other individuals for skills and assets that 
improve their marketability (Brown, 2003). In this way rational choice is theoretically 
applied by choosing based on a cost/benefit analysis of what will increase one’s profit or 
marketability. Not only does this ideology ignore the “role of blind fate, caprice, tragedy, or 
for the systemic operation of impersonal social and economic forces” by holding each person 
responsible for their circumstances (Zamoshkin, 1984, p. 136), but it also actively encourages 
individuals to adhere to an economic and social system which requires them to work harder, 
sacrifice more, and receive less than those who occupy a higher social positioning.  
 Neoliberalizing Medical Care  
Fisher explains that the movement of neoliberalism in the U.S. quickly spread to the 
sphere of healthcare under Reagan’s 1980’s policy of “managed care”, which shifted 
healthcare cost regulation from the government to the free market (2007). This transition 
from patient centered care to managed care resulted in a departure from viewing people as 
patients to viewing them as consumers, as medical care became another privatized sphere of 
the market rather than a social service (Ayo, 2012; Fisher, 2007). The cost and payment 
options of medical goods and services and the growth of pharmaceutical advertising directly 
to consumers (Defibaugh, 2019; Fisher, 2007) exemplifies this shift in how we view public 
health. Fisher goes on to demonstrate how the transition of medical care from a service to a 
commodity “not only emphasizes autonomy but also accountability for both patients and 
health care providers” (2007, p. 4). Rather than health of the public being a public concern, 
health became an individual responsibility and sickness an individual problem.  
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For example, the U.S. Health and Human Services department’s Strategic Plan FY 
2018-2022, though paying lip-service to more broad-scope health measures such as income 
and access to care, is rife with individualistic and neoliberal language. In their goal to 
“Reform, Strengthen, and Modernize the Nation’s Healthcare System”, “increasing 
competition” is included in three out of four of their strategic objectives, as well as a strong 
focus on expanding “choices” and “options” for individuals to manage their own care. While 
these sound positive on the surface, this language exemplifies medical neoliberalism by its 
“focus on individual choice,” which “serves to obscure the ways in which health care 
inequalities are generated by the system itself” (Fisher, 2007, p. 4). The Strategic Plan sees 
the path to better public health as giving individuals the option to manage more aspects of 
healthcare by themselves, such as “allowing consumers to shop more easily for the best 
prices for their care,” (“Strategic Goal 1”). This explicitly positions individuals as consumers 
rather than patients and presumes time, money, and resources in order to “shop” around. 
As such, those who subscribe to neoliberal ideology hold themselves responsible for 
their health or sickness. As a small example for why this is problematic, as the research on 
health disparities between socioeconomic classes demonstrates above, health outcomes (and 
socioeconomic attainment as a result) can be tied to one’s parents’ socioeconomic status, 
even before they are born (Pais, 2014). As individuals have no control or even influence over 
their parents’ socioeconomic status before or at the time of their birth, this serves as just one 
example of how people’s health or sickness cannot be solely a reflection of their good or bad 
choices. However, one subscribing to neoliberal ideology would argue that this unfortunate 
start cannot be an excuse, and that a responsible individual could mitigate these 
circumstances through increased effort, ambition, and competition.  
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In this study, the term neoliberalism will refer to an ideology of personal 
responsibility, agency, and competition in all spheres of life which certain individuals 
subscribe to, and this subscription (or degree of subscription) will be used to help examine 
the health disparities between socioeconomic classes. Through qualitative analysis of 
individuals’ descriptions and narratives of their own health, I argue that a contributing factor 
to socioeconomic disparities in health is that those of lower socioeconomic status are more 
likely to subscribe, or subscribe to a higher degree, to neoliberal ideology. I argue that 
pressure to conform to a dominant social paradigm in fact further suppresses their ability to 
operate in a system that methodically disadvantages them.  
System Justification Theory 
This paper also utilizes system justification theory to help explain why people support 
ideologies, such as neoliberalism, that disadvantage them. System justification theory, 
developed by Jost and Banaji (1994), argues that individuals and groups will legitimize 
inequality in the social order even in opposition to their own interests. This means that 
groups such as those living in poverty, people of color, women, and other minorities will 
sometimes support or even defend the very social structures, institutions, and ideologies that 
disadvantage them. Jost and Banaji (1994) argue that this occurs because of our need to be 
able to make sense of our surroundings, which encourages us to apply justifying stereotypes 
which support the way things are simply because of their very existence. As a result, 
stereotypes about the nature or characteristics of various groups serve to justify their position 
in the social arrangement, whether those stereotypes are positive or negative. For example, 
stereotypes such as men are more aggressive, hostile, and competitive and therefore better 
suited to the public sphere, whereas women are more ethical, compassionate, and nurturing 
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and therefore better suited to the private sphere are negative towards men and positive 
towards women, yet they serve to maintain a social arrangement in which men are more 
economically and socially advantaged (Eagly & Mladinic, 1989; Eagly and Mladinic 1994; 
Jost and Banaji, 1994). Similarly, negative stereotypes about certain groups, such as racial 
minorities being dishonest, less intelligent, or lazy serve to justify their position and may 
even be adopted by those minorities as well as members of more powerful classes in order 
for each to explain their social positioning (Jost and Banaji, 1994).  
One important mechanism by which individuals justify the system is the concept of 
false consciousness, defined by Jost and Banaji (1994) as “the holding of beliefs that are 
contrary to one’s personal or group interest and which thereby contribute to the maintenance 
of the disadvantaged position of the self or the group.” (p. 3). The concept of false 
consciousness, originally coined by Marx, refers the phenomenon where the dominant 
classes create and operate institutions and therefore the ideologies that explain and support 
them (Marx & Engels, 1846). However, Marx referred to false consciousness as belonging to 
the bourgeoisie, or the dominant class, while he envisioned the working or lower classes as 
maintaining a more accurate understanding of social inequalities and therefore inevitably 
revolutionary (Eyerman, 1981). More recent research and theorists have shifted to view false 
consciousness as being held by either class, but most importantly (and interestingly) by lower 
classes which are disadvantaged by it (Eyerman, 1981; Gramsci, 1971). Thompson (2015) 
states concisely that false consciousness of the marginalized “is not the result of an 
individual’s failure at cognizing the world; it is a social, a group phenomenon instigated by 
the power structures of hierarchical social dynamics” (p. 435). In other words, despite the 
sometimes obvious inequalities that exist in a social system, the power of ideologies and 
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stereotypes that emerge to explain social arrangements are easily accepted by those who have 
little power to contest them.  
The “system” in system justification theory can be any particular social, economic, or 
political system, including healthcare. System justification theory lends itself well to an 
analysis of health disparities as there are many common stereotypes that serve as 
explanations for them such as the idea that certain racial groups are predisposed to certain 
health conditions (Hatch, 2016; Hoberman, 2012) or are less health literate or less engaged in 
their health (Sacks, 2016) or that low socioeconomic groups are less likely to engage in 
healthy behaviors (Macintyre & Mutrie, 2004). Similarly, neoliberal ideology mandates that 
those with good health achieved it through making healthy decisions, and those without good 
health failed to make those healthy decisions, which is an example of false consciousness. 
Capital, Habitus, and Field 
An analysis of social class and individual perceptions would not be complete without 
incorporating Bourdieu’s concepts of capital, habitus, and field. Much of the discussion of 
socioeconomic status will be invoking one or more of these concepts, and each of them has 
been used to analyze individuals’ navigation of the health care system (Balmer, Devlin & 
Richards, 2017; Korp, 2008; Pinxten & Lievens, 2014; Stephens, 2008; Willis et al., 2016). 
Firstly, Bourdieu (1984) argues that capital can be possessed in three forms: economic, 
social, and cultural. While economic capital presents obvious advantages to those who have 
it, capital can also be possessed as social capital (i.e. social networks that can be drawn upon) 
and cultural capital (i.e. education, credentials). Willis et al. (2016) framed social and cultural 
capital specifically as advantages of knowledge, especially as it helps them navigate the 
healthcare system. 
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Secondly, Bourdieu defines habitus as the embodiment of the various forms of capital 
one possesses, which are “internalized and converted into a disposition that generates 
meaningful practices and meaning giving perceptions” (1984, p. 170). As such, those who 
share the same habitus share the same behaviors, affinities, sensibilities, and aesthetics. Korp 
(2008) likens the habitus to ‘lifestyle’, as those who occupy the same habitus share similar 
lifestyles in dress, taste, and work and leisure activities, and these reflect the forms of capital 
they possess, such as their level of education, the status of their occupation, and their income. 
Third, Bourdieu’s concept of field “consists of a set of objective, historical relations 
between positions anchored in certain forms of power (or capital)” (Bourdieu & Wacquant, 
1992, p. 16). In other words, a field is a distinctly social space with its own norms and 
patterns of behavior in which agents (individuals or groups) compete for resources (capital) 
(Balmer, Devlin & Richards, 2017). We can understand the healthcare system as a field, as it 
has its own “historical relations of power”, such as the authority of the medical professional 
and mutual expectations of the behavior of the patient. The differing roles of patient and 
medical professional hold different levels of power in the healthcare field, particularly if the 
patient has minimal forms of capital, as the medical professional is the arbiter of knowledge 
and resources in that setting. In this way, medical professionals can be understood as 
‘gatekeepers’ of medical knowledge, care, and resources within the healthcare field (Collyer, 
Willis & Lewis, 2017). Further, as the capital one possesses is embodied in habitus, habitus 
is also used to secure additional forms of capital within various fields. As such, those with 
habitus of high capital are better able to negotiate the resources they can receive as patients in 
the healthcare field. 
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We can understand the experience of individuals of low socioeconomic status in 
Bourdieu’s terms of having low capital (whether economic, social, cultural, or all three) 
which can affect their ability to access healthy food, healthy behaviors, or preventive and 
diagnostic medical care. This absence of capital is reflected in their habitus (behaviors, 
lifestyle, self-presentation) which effects their experience in the field of healthcare where 
they rely on the knowledge and expertise of the medical professional, who controls the 
transfer of those resources (capital). In contrast, individuals of higher socioeconomic status 
have greater access to healthy behaviors in the first place, and as they reflect a habitus of 
more capital, they are better able to negotiate the transfer of resources in the healthcare field.  
Possessing higher levels of capital may particularly influence the level of trust one 
has in their doctor. Doctors typically possess high levels of all three types of capital, having 
high income, extensive education, and presumably networks of colleagues with similarly 
high habitus. To a patient with low amounts or few forms of capital, the power differential 
within the field of the medical interaction is high, and the habitus of the doctor may be 
intimidating to the patient. For a patient who “doesn’t know what they don’t know”, so to 
speak, the habitus of the doctor and their self-presentation of authority may be enough to 
make the patient feel that the doctor is a legitimate and therefore trustworthy source of 
information and care, and to rely on the doctor to guide the interaction. Indeed, if the patient 
has few forms of capital to draw from to address their medical need, the doctor may be their 
only resource. In contrast, patients with high levels or several forms of capital may see the 
doctor as less of an authority and more of a peer, allowing them to be critical of the medical 
advice they receive. Patients with greater cultural capital may have greater ability to 
understand concepts explained to them by doctors and to ask clarifying questions, have better 
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ability to conduct their own research outside of the doctor’s office, and may also have the 
economic capital to seek a second opinion. In short, patients with high capital may be more 
free to mistrust doctors because they have greater power to negotiate resources in the field of 
the medical interaction and greater resources to access medical information. 
The Present Study 
This study views neoliberalism, system justification, and Bourdieu’s concepts as 
acting together to both influence and explain people’s perceptions of their health and illness 
as well as the feelings of trust toward doctors and medical professionals. While 
socioeconomic status greatly affects ones capital and habitus, and thus their ability to 
navigate certain fields (such as healthcare), neoliberal ideology argues against systemic 
factors that create unequal distributions of capital and mandates that individuals are 
responsible for obtaining adequate capital in order to compete for resources within various 
fields. While objective examination of this system reveals it to be unfair, individuals may 
justify this system and their own position in it as the natural order of things as a result of 
false consciousness. 
This study specifically examines whether groups of differing socioeconomic status, 
race, age, or gender have differing levels of subscription to neoliberal ideology and if they 
recognize a relationship between the capital they possess and their ability to navigate the 
healthcare field. This study also examines individuals’ self-proclaimed trust in doctors and 
medical professionals and whether their trust is correlated with any of these factors.  
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CHAPTER 3 
METHODOLOGY 
Subjects and Procedure 
 
The data for this research was collected by a single researcher through 11 qualitative 
interviews. These interviews were conducted between April 2018 and February 2019. 
Participants were recruited through word-of-mouth, posted fliers, and snowball sampling. 
Recruitment fliers invited individuals who were 18 years or older to participate in a research 
study on the relationship between health and socioeconomic status (see flier in Appendix A). 
These fliers were posted in coffee shops, community centers, and libraries in various 
socioeconomic neighborhoods around the Kansas City Metro area. Because the researcher 
sought a wide demographic of participants, there were no eligibility requirements besides 
being a legal adult.  
Although the small sample size of this study limits its generalizability, effort was 
made to make the sample representative of the Kansas City Metro Area according to data 
from the American Community Survey estimates from 2017 (U.S. Census, 2017). Participant 
demographics (Table 1) were representative of race for white and Black participants, 
however there was an over-representation of Native Americans. Most notable are over-
representations of individuals in low-socioeconomic positions; those earning a household 
income of under $10,000 and having attained less than a high school diploma. The largest 
discrepancy is that only two of the 11 participants were men. While this limits what can 
inferred about gender differences in health perceptions, it is consistent with prior research 
that has shown that men are less likely to respond to or participate in health-related research 
(Ryan et. al., 2019; Yousaf et. al., 2015). For the current study, this lack of participation may 
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be explained by the lower likelihood of men to engage in help-seeking behavior or a lower 
likelihood to address health symptoms (Yousaf et. al., 2015).  
Although socioeconomic status refers to a complex arrangement of factors, this study 
uses the term primarily to describe level of income and education. Similar to Bell (2015), 
participants were first grouped by income, and then by education. For most of the 
participants, high levels of income were correlated with high levels of education, but for 
those who were outliers, occupation was used to determine groupings of “high” or “low” 
socioeconomic status. 
The interviews were guided by a semi-structured series of questions which revolved 
around participants’ personal health history (When was the last time you were sick? What did 
you do? Did you see a doctor for that issue?), their personal health strategies (Is there 
anything you do day-to-day to stay healthy? What do you do when you start to feel sick?), 
their experience with the healthcare system (When was the last time you saw a doctor? What 
was it for? How was your experience? How do you feel about doctors in general?), as well as 
their socioeconomic experience of health (Would your health or experience of sickness 
change if you had better healthcare, more time, more money? Do you feel that your race, age, 
gender, or income has impacted your health or the way you receive care?). These questions 
provided a broad base from which to understand how individuals define their health and how 
they make decisions about their health. Because quantitative data has shown some 
correlations between socioeconomic status and health behaviors (Grzywacz, 2000), these 
questions seek to understand the motivations, thought processes, and rationale that 
individuals employ in acting out those behaviors. 
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 The interview guide allowed for the exploration of specific topics that each 
participant might bring up and was edited after each interview based on emerging themes and 
questions. This study uses self-rated data, which relies on the participants’ memory of their 
own health history. For the purposes of this study, which focuses on individual’s perceptions, 
this is a reliable measure and has been supported by several studies (Roustit et al., 2011; 
Haas, 2006). A copy of the interview instrument is in Appendix B. As stated in the flier, each 
participant was compensated $20 cash at the completion of the interview. The funding for 
this research was provided by a grant from the Women’s, Gender and Sexuality Studies 
program of the University of Missouri-Kansas City. 
To ensure that the participants were comfortable during the interview, the interviews 
were conducted in places that were convenient for them; for one participant it was their 
home, for the other 10 it was public spaces such as cafés. The researcher, who is female, 
dressed in casual clothing in an attempt to mitigate any perceived power differential and set 
participant’s at ease to encourage rich responses. Reen et al. (2005) found that participants 
took longer to respond and generated more content to their responses when a female 
researcher was dressed casually rather than professionally, regardless of the sex of the 
participant.  
The interviews averaged 45 minutes long, and were audio recorded by an Iphone 
VoiceRecorder app. To protect the participants’ privacy, the phone was kept on airplane 
mode during recording. Once recording was finished, the audio file was transferred to a 
password protected computer and deleted from the phone. The audio file was then used to 
transcribe the interview using a pseudonym, whereby the audio file was then permanently 
deleted.  
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Classic Grounded theory was used to analyze the resulting data from the interviews. 
Grounded theory, developed by Glaser and Strauss (1968), is an inductive methodology used 
to generate theory that is grounded in substantive data. In practice, this involves reading the 
data without the influence of a formal theory or hypothesis (as much as possible), but instead 
paying close attention to the themes and concepts that emerge through open, or substantive, 
coding (Bruscaglioni, 2016; Holton, 2007). Theoretical or selective coding is then employed 
to organize concepts into “coding families” of higher abstract concepts (Glaser, 2013), so 
that the theory is discovered by “[generating] conceptual categories, or their properties from 
evidence, then the evidence from which the category emerged is used to illustrate the 
concept” (Glaser & Strauss, 1967 p. 23). These theoretical codes, or conceptual categories, 
are the organized to construct a theory that is supported in the data itself.  
Similar to Godfrey and Wolfe (2016), grounded theory was employed in the present 
study by reading the first four interviews closely to note the concepts and themes that 
emerged from the respondents to inductively develop codes (“open coding”). As themes 
emerged, a coding scheme was developed and used to code the remaining interviews 
(Godfrey & Wolfe, 2016 p. 6). These codes were then organized into conceptual categories 
(theoretical codes) such as strategies for health, health identities, experience and justification. 
As the theoretical codes of experience and justification emerged to be more prominent 
among the entirety of the interviews, less consistent or minor conceptual categories were 
omitted from the final code book. All of the interviews were then re-coded using this revised 
codebook, which can be found in Appendix C. All of the coding was done by hand by the 
researcher alone. 
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Table 1. Participant Demographics Compared to 2017 Kansas City Demographics 
 
Demographics  Kansas City Metro Study participants (n = 11) 
Race/Ethnicity   
White 59.9% 63%  
Black 28.5% 27%  
Native American 0.5% 9%  
Gender   
Men 49% 18% 
Women 51% 81%  
Age   
20 to 24 7.2% 9% 
25 to 29 8.9% 18% 
30 to 34 8.2% 36% 
35 to 39 7.0% 0 
40 to 44 6.2% 0 
45 to 49 6.2% 18% 
50 to 54 6.6% 9% 
55 to 59 6.4% 9% 
 
Income   
Less than 10,000 7.5% 27.3% 
10,000 to 14,900 5.0% 9% 
15,000 to 24,900 10.4% 9% 
25,000 to 34,900 10.3% 0 
35,000 to 49,900 15.1% 27% 
50,000 to 74,900 18.2% 0 
75,000 to 99,900 11.2% 27% 
Education   
Less than High School 6.6% 9% 
High School Diploma or 
Equivalent 
26.2% 9% 
Some College 23.6% 27% 
Bachelor’s or Higher 34.2% 45% 
19 
 
CHAPTER 4 
RESULTS 
Personal Responsibility 
 
One of the most prominent aspects of neoliberalism is the concept of personal 
responsibility. The idea that each individual has equal freedom to make the same choices, 
and that therefore each individual’s situation can be attributed to the choices that they made, 
has become prominent cultural attitude in American society. Subscription to this ideology 
supports socioeconomic disparities by failing to account for the myriad of obstacles to health, 
financial security, access to resources, etc. that can befall individuals by chance or through 
systemic oppression. It would seem that people of higher socioeconomic status are more 
likely to subscribe to the neoliberal ideal of personal responsibility because it benefits them, 
while individuals of lower socioeconomic status are more likely to see its injustice, but 
research suggests that those who benefit the least from neoliberal ideology are more likely to 
justify it (Jost, Pelham, Sheldon, & Sullivan, 2003). This is echoed in the present research, as 
one of the major themes that emerged was that the participants of lower socioeconomic status 
tended to take responsibility for their personal health while higher socioeconomic 
participants tended to recognize broader social structures, institutions, and chance that had 
affects outside of their control. 4 out of 4 of participants with a yearly income of less than 
$15,000 took responsibility, explicitly or implicitly, for the obstacles to their health, while 
only one of the 7 respondents with a yearly income of over $20,000 saw the obstacles to their 
health as their own doing.  
For example, Sandra, a 34-year-old African American woman who had completed 
high school, was eager to tell me about her health experiences, but described a huge burden 
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of health problems, including a battle with AIDS, cancer, and kidney failure. A single mother 
of 5, living on Disability, she told stories of running out of vital medications before she was 
eligible for refills, making the decision to try to care for herself or to take the bus to the ER, 
having unstable housing, and having to navigate meetings with case workers. Yet when 
asked if her experience would change if she had a higher income, she said, 
Nah, it may not be enough to live off of, you know what I mean, but it’s something. 
Better than nothing. And if you can’t cope with it . . . I know, my social security, they 
don’t pay that much, but I bear with what they give me. I deal with what they give me 
in society, because I wouldn’t have no income if it weren’t for disability right now. 
So, I thank God they give me a check every first of the month.  
It would be understandable if Sandra felt like a victim in her situation, citing the 
many health problems that she has faced at such a young age plus the compounding effects of 
health on the ability to keep a job. But rather than blame a system that made it harder for 
someone with limited resources to receive care or recognize that the many recommended 
health behaviors cost money she simply does not have, Sandra justified this system because, 
although it’s “not enough to live off of”, she wouldn’t have any income without it. Even 
though disability is ostensibly supposed to be enough to live off of (as those who receive it 
are unable to work [Social Security Administration]), Sandra still felt it was up to her to 
make it on a $300 Disability check every month.  
When I reframed the question to ask if her experience would change if she had more 
money, she conceded that yes, more money could pay for better housing, “out of the ghetto.” 
Yet she went on to say, 
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. . . I don’t do ghetto projects. I get mad from the projects. I don’t like livin’ around 
the ghetto because I’m not [ghetto], you know what I mean. Even though I was born 
in the ghetto and whatever, don’t get me wrong. But I was ghetto until I start havin’ 
kids, I changed my lifestyle. 
Sandra characterized the ghetto as a place where she “got in a lot of trouble”, but she 
also uses the word ghetto as a descriptor of a type of person or behavior. Richardson and 
Donley (2018) studied the use of the word “ghetto” as a descriptor and found that Blacks 
were more likely to associate the word with a person or behavior as opposed to a place, and 
consistently understood the term to be negative. Without recognizing the structural issues 
that create ghettos, such as residential zoning laws, segregation, poverty, etc. (Logan, Zhang, 
Turner, and Shertzer, 2015; Rothstein, 2015), Sandra implies that there is a type of person 
who is “ghetto”, but that she is no longer one of them. By distancing herself from a perceived 
demographic, Sandra inadvertently claims that there are people in tough situations not by 
misfortune, oppression, or injustice, but because they are living the wrong “lifestyle”. 
Sandra’s attitude places responsibility on the individual, for their health as well as their living 
situation, and seems to credit her own responsible actions for becoming “not ghetto”.  
Sandra maintains this attitude of individual responsibility when asked about the status 
and causes of her own health. Though it is clear why it would be difficult for someone in her 
situation, possessing little economic or cultural capital, to maintain health, Sandra again takes 
responsibility by stating that her health problems are due to her failure to make healthy 
choices. She explains, “I try to eat right. Try to, you know, get all the sleep I can, and do 
everything the right way that I need to, to stay from getting sick. But, that don’t always 
happen,” because, she says, she’s often tired. Though what she describes are certainly 
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important for maintaining health, she does not acknowledge the time or resources necessary 
to make them happen, nor are these actions sufficient to care for her particular health issues. 
Sandra said her daughter would “motivate her” by telling her to “do something positive with 
yourself. Don’t sit around the house and look sad all the time, you’re just making yourself 
sicker,” which was advice that Sandra took to heart, saying, “I don’t want to be sick all the 
time, you know. I try to find a solution that’s gonna help me stay awake and give me that 
boost of energy.” Compelled to tell me that she does not “want to be sick all the time”, 
Sandra and her daughter imply that the issue is about Sandra’s ability to help herself, and that 
if she had more energy she would be able to do so. 
Another participant, Kevin, a 29-year-old white man with some college, similarly 
introduced himself with a list of health issues: Tourette’s, ADHD, anxiety, and bipolar 
disorder. Kevin lost his job just a week before our meeting and had intermittently required 
disability benefits to help him cover these medical costs. Similar to Sandra, he did not 
characterize his health experience by a lack of resources or think that it would improve with 
better healthcare coverage or more money. He argued that his experience with healthcare 
depended on his own actions. When asked to elaborate, he said,  
Kevin - It’s just how you handle stuff. . .You have to be presentable, have respect. 
Researcher - So, the way you treat other people, like when you’re in the hospital – 
maybe that makes a difference in how you get care? 
Kevin - Yeah. 
Kevin implied that his own actions determine the quality of care he receives. In other 
words, he justifies a system in which his behavior and self-presentation (habitus) determine 
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how he is treated by doctors and medical staff. Stating that these actions are his personal 
responsibility reflects a subscription to neoliberal ideology.  
Markus, an unemployed 48-year-old Black man with a 9th grade education had been 
diagnosed with heart failure a year before our meeting, which he explained was caused by 
years of drug use. He was able to obtain necessary medications from a public clinic but was 
able to do little else to care for his condition. Like Kevin and Sandra, Markus described his 
obstacles to health without addressing any potential socioeconomic factors. When asked if he 
felt that his race, age or gender played a part in his health experience, he laughed and said, 
“You know about all these parables about high blood pressure and things, right? But 
everybody gets high blood pressure. . . it doesn’t have anything to do with your race.” 
Research has argued that African American men are significantly more likely to have high 
blood pressure and hypertension (Lackland, 2014). For many years researchers and popular 
opinion have attributed this disparity to biological difference thought to be intrinsic in race, 
but in fact racial disparities in particular health conditions, including hypertension, are better 
explained by racial socioeconomic disparities in exposure to racism, exposure to stress, 
poverty, toxic environments and lack of access to health resources (Hatch, 2016; Hoberman, 
2012). Though Markus’ assessment is correct in disputing that high blood pressure is caused 
by race, he also seems to be denying the existence of a racial disparity in the prevalence of 
high blood pressure at all, as he attributes his own heart problems to his years of drug use.   
Markus went on to argue that income disparity should not impact your health. He 
said, “It depends on your mentality. You know, you weak minded and you broke, well of 
course you gon’ worry about it. But you can be broke and strong minded and try to find 
another way.” Markus does not articulate what it means to be “strong minded”, nor does he 
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explore what other ways there might be if one is broke. Similar to Sandra and Kevin claiming 
that their actions were responsible for their wellbeing, Markus argues that one should take 
responsibility for their situation through their perspective, or mental state. However, Markus 
later conceded that the stress of poverty can influence one’s health, stating, “Stress does do 
that, it weakens people, so if you broke, yeah.” Ironically, chronic stress has been suggested 
as a major cause for higher blood pressure in Black males (CDC, 2010). 
Several of the participants with low income also had low educational attainment or 
high income with high educational attainment, but two anomalies were a woman with high 
education and very low income, and a woman with low education with relatively high 
income. Both of these women, however, implied responsibility for their health issues similar 
to others with low socioeconomic status, which reflects how varying levels of different forms 
of capital can combine to create similar habitus. One of these was Jaylynn, a 23-year-old 
Black woman with a bachelor’s degree and a yearly income of $12,000, who went beyond 
the examples above to hold herself responsible for being unable to afford the high cost of 
healthy living. A recent college graduate, making payments on student loans from an 
inconsistent serving income, she describes how health insurance is another bill she cannot 
afford even though she has needed it several times. While talking about the stress of needing 
to visit the doctor, she says, “Even when I had like, Medicaid or like health insurance, you 
know, I was still stressed out. And I think that has a lot to do with just like, not being super 
financially stable, which is on my part.” Although she had worked and paid her own way 
through college for rent, bills, etc., Jaylynn implies that the financial burden of medical care 
is something she should be able to handle. 
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Although Jaylynn implies responsibility in many of her statements, she also comes to 
acknowledge the lack of control she has in aspects of her health. When asked if she felt she 
had power over her health, she responds, “I wanna say yes, but sometimes no . . . I feel like 
yes when it comes to food and actually knowing about what I’m putting into my body, but 
also there’s just times when I can’t escape, like, things in the air and stuff like that.” She goes 
on to describe the risk of pollution and environmental dangers that she may not be able to 
detect. “How can I actually know if something’s wrong with this water?” She concludes by 
saying, “I guess I could control that by where I live. But really I can’t.” Jaylynn’s thoughts 
echo research that shows that impoverished areas often have higher levels of certain toxins, 
particularly lead (Rosner & Markowtiz, 2016), and that individuals in poverty often do not 
have the resources to move to safer places. Environmental toxins can cause cancer, physical 
and cognitive development abnormalities and other health issues (David and Markowitz, 
2016) and their prevalence in low income areas exacerbates health disparities by exposing 
the most vulnerable people, who are often, like Jaylynn, people of color (Turner, 2016). 
Jaylynn’s initial response shows an inclination to take on the responsibility for one’s 
situation, but when the thought is more closely examined it reveals factors outside of her 
control. 
The other woman whose socioeconomic status was more complex was Clara, a 26-
year-old Native American woman who had completed high school and earned $48,000 
annually. Like many other participants, Clara characterized many of her health issues as her 
personal failure to engage in healthy behavior such as eating well or exercising due to “the 
poor health choices I’m making throughout the week.” Though she described not being able 
to take off work when she was sick, having to save up to be able to afford doctor’s visit 
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copays, and being exhausted after a day of work that was physically demanding, she did not 
attribute these things as being a factor in her health. Instead, she argued that her health 
problems were due to not eating as well or exercising as often as she “should”. 
In contrast to these attitudes, most of the participants who occupied a higher level of 
socioeconomic status did not seem to blame themselves for their health issues. Though they 
recognized the part they had to play in order to stay healthy, they were much more likely to 
recognize socioeconomic advantages and disadvantages which made an impact on their 
health.  
Serena, a white, 31-year-old stay at home mom with some college, explained that the 
quality of her education made a huge difference in her health experience by allowing her to 
be an advocate and participant in her own health. She describes doing her own research to 
help her understand her health in order to move forward effectively. She says, 
I use Google, for sure. I have enough experience with medical documents to be able 
to look up actual studies, if they’re not too complicated or specific, just to see how 
things work. Also, I’m currently a student and I find it helpful both in psychology and 
biology, like learning on a cellular level. . . that helps me with searches, too. But 
mostly I read a ton of books and I try a ton of stuff. 
Serena seemed aware that her ability to do her own research was unique and was 
affected by many other factors such as her availability of time, her level of income and 
education, and her access to health care. In describing her various advantages, she said,  
I would never broad-stroke and be like, “everybody can do this” or “everybody can 
do that” because it’s not true. I would love for that to be the case and I would love to 
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fight for that to be the case. . .but mostly that’s not the case. I’m a vast minority in my 
ability to do all that I do. 
Unlike Kevin and Sandra, Serena acknowledged many of the structural advantages 
she had in order to stay healthy, rather than attribute those advantages to individual 
characteristics or actions. Though she recognized that individual actions are certainly 
important (“You can’t expect a car to run well if you don’t put oil and gasoline and 
occasional tune-ups or change the tires, like you can’t just ride it without taking care of it, 
and that’s the same with your body.”) Serena also expressed awareness that there are many 
factors that can affect one’s ability to take care of themselves; literacy and education being 
two very important ones. 
Similarly, Mallory, a 32-year-old white woman with a graduate degree, earning over 
$70,000 a year between herself and her husband, also characterized many of her health 
advantages as structural. She explains, 
I’ve got that access [to health care] because I have education, because of my class, 
and partly because of my race, because of that I just, I have access. I know how to get 
what it is I need. I know how to speak up and I know how to search for it. I haven’t 
had to deal with major situational struggles in my life that relate to class and race and 
income and stuff. 
Mallory’s statement exemplifies how the different forms of capital she possesses 
gives her the ability to negotiate the transfer of resources within the medical field. Because 
her habitus reflects high economic and cultural capital, she is confident enough to “speak up” 
in order to “get what it is that she needs”, and, as her experience shows, her doctors 
eventually listened to her. 
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Mallory had been diagnosed within the previous year with Hashimoto’s Thyroiditis, 
an autoimmune disease that attacks the thyroid gland. In dealing with her own health issue, 
she describes realizing how much harder it could be for people with fewer resources. 
If I had been diagnosed with a full-on thyroid disorder, and I didn’t have access to 
figure out – didn’t have the income to figure out what was going on, it would have 
affected my hormones and my mood, thus, apathy. I wouldn’t be able to get along to 
move forward . . . I think the health part for people in poverty is huge. Much more 
than I ever realized and more so now today, with how chronic illness and 
autoimmune disease, how prevalent those are now, how many people are partly 
struggling with that who are having a hard time sustaining, getting employment. 
Mallory touches on the reciprocal relationship of health and socioeconomic status, 
where low socioeconomic status can impede an individual’s access to health, but poor health 
can also impede an individual’s ability to obtain higher socioeconomic status (Mulatu & 
Schooler, 2002). Additionally, Mallory does not attribute her disease to her own actions, like 
Markus does. Rather, she referred to things she had been exposed to and things that had 
happened to her as factors in her health, such as stress and environmental toxins. 
Like Mallory, Adrienne acknowledges the access and resources that come connected 
to high income. A white, 31-year-old doctoral intern earning $20,000 a year, she describes 
the financial limits of healthy behavior that she experiences now, but that she did not 
experience as a child and does not expect to experience upon completion of her doctorate. 
Adrienne’s situation exemplifies the variability that one’s socioeconomic status can have 
over their lifetime. She says that she had access to quality care through her parents’ insurance 
as a child, but she acknowledges the stress that obtaining insurance can put on people.  
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. . .you can’t always predict if you’re going to have a health issue that arises. Some of 
those are unexpected and if you have the high deductible, now you’re paying $10,000 
for something you didn’t expect, and you more than likely picked the high deductible 
because it was hard to afford otherwise . . . I feel like people want to be healthy 
overall, they want to feel good about themselves, but it can feel a little overwhelming 
. . . trying to find that balance between obtaining healthcare and then what’s feasible. 
You need to put food on the table, you still need to take care of your family.   
She describes her access to health resources as a “privilege of having more education, 
having potentially a job that has good benefits, insurance eventually, income that has that 
flexibility to allow to pursue those different things regularly.” Though currently making less 
money per year than Clara, Adrienne aptly describes the advantage of her socioeconomic 
positioning as both in the past and the future: the socioeconomic status of her upbringing 
gave her advantages that allowed her to pursue her doctorate, which would in turn secure her 
a high socioeconomic position in the future. Further, this cultural capital of education gives 
Adrienne more leverage in her interactions with healthcare professionals to receive the 
resources she needs. Even though she was currently living paycheck to paycheck, Adrienne 
had the assurance that it was only temporary and had the ability to mitigate her lack of 
economic capital with social and cultural capital. 
While all of the participants were asked directly whether they felt that their age, race, 
or gender had an impact in their health or the way they received care, only a few of the white 
participants with high socioeconomic status identified race as impacting their health (as an 
advantage), while none of respondents felt that age or gender had any meaningful impact. 
Gender and race have been shown to have influences on health (Huie, Krueger, Rogers, & 
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Hummer, 2019; Levine et al., 2019; Ross, Masters & Hummer, 2012; Sudano & Baker, 
2019) and these are frequently exacerbated by age (Margolis, 2013; Ross & Wu, 1996). 
Further, there were no discernible patterns in the participants’ likelihood to assume personal 
responsibility for their health and their age, race, or gender.  
While all of the respondents took some level of responsibility for their health, those 
with low socioeconomic status implied ultimate responsibility for their health, reflecting a 
total subscription to a neoliberal ideology which mandates that individual situations are a 
result of individual action. In contrast, participants of higher socioeconomic status 
characterized their individual actions as only playing a part in their health and pointed to 
socioeconomic positioning and the capital they possessed as major factors in their health. 
While system justification helps to explain the attitudes of lower socioeconomic participants 
by arguing that healthier people must have earned it and unhealthy people must not be 
working hard enough, it does not explain why higher socioeconomic participants had a lower 
subscription to neoliberal ideology. Instead, class analysis seems to better explain the 
responses of higher socioeconomic individuals in terms of how socioeconomic status is made 
up of varying combinations of capital. Most of the high socioeconomic respondents were 
working on or had completed graduate degrees, giving them a higher than average cultural 
capital and a longer exposure to the academic environment that may acknowledge these 
cultural ideologies rather than take them for granted. In addition, these respondents had a 
relatively higher level of economic capital or a realistic expectation that they would soon 
have relatively high economic capital (once their doctorate was complete).  
Jaylynn, who subscribed to neoliberal ideology but had a college degree, had very 
low economic capital and low social capital that could be converted to economic capital, as 
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she described that her family was not in a position to help her with bills or student loan debt. 
She also described that her family environment had very low capital when she was growing 
up. Clara, who had relatively higher economic capital, had similarly low social and cultural 
capital and she also subscribed to the neoliberal ideology of personal responsibility. In 
contrast, the participants who pointed to socioeconomic factors to explain their health 
experience possessed more of all three types of capital; higher economic capital, higher 
social capital in the form of family and friends who could be drawn upon for resources, and 
higher cultural capital in the form of education.  
While these responses are not generalizable to the broader population, they do 
suggest that a higher subscription to neoliberal ideology may be a factor in lower 
socioeconomic populations “justifying the system” and may serve as another component in 
the health disparities between socioeconomic groups. If disadvantaged groups take the 
system, and their role within it, for granted, they may be less likely to push for equal 
treatment. 
Trust in the Medical Community 
 
Trust is defined as “the willingness of a party to be vulnerable to the actions of 
another party based on the expectation that the other will perform a particular action 
important to the trustor, irrespective of the ability to monitor or control that other party” 
(Mayer, Davis, & Schoorman, 1995). In the context of the medical field, trust refers to the 
willingness to be vulnerable to the doctor’s expertise and believing that the doctor will have 
your best interests in mind. Trust in various social institutions has declined in recent years, 
including in the medical field. This loss of trust has been attributed largely to the 
corporatization and neoliberalizing of medical care as well as the increase in information 
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dissemination in instances of medical fraud, malpractice, and profit (Mechanic, 1996). Some 
research has shown that people of color, particularly Black Americans, have higher levels of 
distrust owing to the many instances of unethical medical research and experimentation that 
has used Black bodies as research objects (Armstrong, Ravenell, McMurphy & Putt, 2007; 
Gamble, 1997), as well as perceived and actual racism that they continue to experience in 
medical settings (Hausmann, Kwoh, Kent, Hannon & Ibrahim, 2013; Sacks, 2018). However, 
research on levels of distrust Blacks feel toward medical professionals is not unanimous, and 
there is evidence that suggests that socioeconomic status and geographic location may have 
significant influence over levels of distrust for both whites and Blacks (Armstrong, Ravenell, 
McMurphy & Putt, 2007). The present study supports this latter evidence, as proclaimed trust 
in doctors differed along socioeconomic lines, with people of color and low socioeconomic 
participants more likely to proclaim trust in doctors and medical professionals. In contrast, 
white and high socioeconomic participants were more likely to proclaim a high level of 
distrust for doctors and medical professionals. 
Changing Ideals in the Doctor/Patient Relationship 
The neoliberalizing of medical care transforms individuals from patients to 
consumers (Defibaugh, 2019; Fisher, 2007; Willis et. al.; 2016). This transition from patient 
to consumer results from the commodification of healthcare in accordance with the neoliberal 
model, beginning with the managed care implemented by Reagan in the 1980’s (Fisher, 
2007). One of the consequences of this is the changing roles and relationship between the 
patient and the medical professional. Parallel to the economic shift of patients to consumers 
(direct to consumer pharmaceutical marketing, the marketing of health products, etc.) are 
changing cultures of care within the medical community itself. Research on styles of 
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doctor/patient care consistently recommend a change from paternalistic care, or the model of 
“doctor as perfect agent”, to collaborative care, or the model of “informed decision making” 
(Gafni, 1998). According to Gafni (1998), the “doctor as perfect agent model” relies on the 
doctor obtaining an accurate understanding of each patient’s needs and specific situations 
through a transfer of information from the patient to the doctor. The doctor then considers 
these alongside the doctor’s advanced professional knowledge and decides the best treatment 
option for the patient. This model reflects a more traditional interaction where a patient 
describes their symptoms and is prescribed a remedy, relying on the doctor’s expertise. 
However, research recommends changing this doctor/patient relationship toward an 
“informed decision making” model which transforms doctors from information receivers 
(gathering the necessary information of symptoms and context from the patient) to 
information transmitters. In an informed decision-making model, the doctor transfers relevant 
medical information to the patient, who is then able to make the best decision for themselves 
based on their personal situation and values (Gafni, 1998). Strategies to facilitate this new 
model of care, often called “shared decision making”, have exploded in medical research 
with various policies and technologies, such as providing patients with printed materials on 
their condition and treatment options, the use of mobile and web-based apps, and the use of 
the internet as a research tool (Abbasgholizadeh Rahimi, Menear, Robitaille & Légaré, 2017; 
O’Connor, Llewellyn-Thomas & Flood, 2004). This new model for doctor/patient 
interactions exemplifies Fisher’s analysis of the neoliberalizing of medical care by 
emphasizing the “autonomy and accountability” of the patient to be involved in their care by 
participating in their own education in order to receive appropriate treatment for their issues 
(2007, p. 4).  
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While involving patients in their own treatment decision making can have positive 
effects on treatment outcomes (Hauser, Koerfer, Kuhr, Albus, Herzig, & Matthes, 2015), this 
neoliberal model does not affect all patients across the socioeconomic spectrum the same 
way. In other words, this model of shared or informed decision making relies on the patient 
to have substantial amounts of capital in order to negotiate the transfer of resources within 
the medical field. Those resources may be the care itself or the relevant information for the 
patient to make an informed decision. 
Willis et. al. (2016) address this by showing that, if the mechanisms by which patients 
have become consumers is through knowledge gaining, then only those patients with a 
substantial amount of social and/or cultural capital become consumers and thereby “good 
patients” by being active and engaged participants in their care. Individuals of low 
socioeconomic status, with fewer forms of capital, remain patients whose knowledge relies 
directly upon the doctor themselves. In other words, these patients rely on doctors being 
“perfect agents” to decide on the best course of treatment. Disputing the neoliberal ideal of 
rational choice and decision making, Willis et al. (2016) argue that sociological research has 
determined that “rational” choice is dependent on an individual’s social situation. Therefore, 
assuming that doctors themselves perfectly execute the informed decision-making model of 
care, receiving information from the doctor in a shared decision-making model will not have 
the same effect for a person with low socioeconomic status as it does for a person with high 
socioeconomic status.  
These two models assume that the doctor either sufficiently understands the patient to 
consider their needs and recommend the best treatment, or that the doctor sufficiently 
conveys the relevant information to the patient in order for them to make a sufficiently 
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“informed” decision. However, the experiences of the participants in this study reflect a 
breakdown in both of these models. For most of the participants, either the doctor 
recommended treatment without hearing the patient’s concerns, or the doctor did not convey 
the necessary information. This left patients to inform themselves, which only those with 
sufficient resources were able to do.  
Participants in this study were asked questions about their experiences with doctors 
and medical staff, as well as their personal feelings towards them. Their responses 
differentiated sharply along socioeconomic lines. Those who occupied the lower end of the 
socioeconomic scale often claimed that they trusted doctors or had a positive opinion of them 
and medical staff, yet most of them also recounted bad experiences with them or indicated 
dissatisfaction with the results of their visits. In contrast, those who occupied the higher end 
of the socioeconomic scale cited a general distrust or poor opinion of doctors and medical 
staff and implied that their health relied on their own personal engagement and participation. 
Markus’s attitude was typical of participants with lesser socioeconomic status. He 
claims that doctors in general are trustworthy, adding, “Evidently they went to school for all 
that time, they oughtta know something, right?” To Markus, someone who lacks the capital 
(educationally, socially, or financially) the rigors of medical school are sufficient to make a 
doctor competent. Kevin, Clara, and Jaylynn similarly described doctors as “trustworthy”, 
“helpful”, and “nice”, despite recounting negative experiences under their guidance. For 
example, Kevin claimed he trusted doctors, but shortly afterward he seemed to contradict 
himself, saying, “some of them be bull-crapping and all that.” When asked to elaborate, he 
said, “Like they’ll tell you something that you – I guess you don’t want to hear it 
sometimes.” Despite his claim that doctors are trustworthy, Kevin also seemed to feel that 
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they are not always honest, though he would not elaborate on the experiences that lead him to 
that feeling.  
Jaylynn similarly contradicted herself, saying initially that doctors, “have been really 
helpful.” However, she immediately went on to describe an experience where she made an 
appointment for a rash that emerged from a bug bite and then spread to several places over 
her body over the course of a year, until eventually a move to a different house caused her to 
break out severely. She describes of her doctor visit, “She looks at it, like a real quick 
second, and goes, ‘Oh yeah, that’s eczema,’ and didn’t hear my explanation at all or like, 
anything . . . I just got sent home after that and was given this ointment that didn’t really 
work.” Jaylynn explained that she was also given a steroid, and that since taking it she has 
experienced negative changes in her skin and increased sensitivity to various things. Though 
the doctor’s diagnosis may have been accurate, the lack of attention that Jaylynn felt she 
received coupled with the negative side effects of what she was prescribed made her feel as 
though the doctor did not adequately understand her condition, and therefore was not a 
“perfect agent”.  However, she did not let this experience influence her general feeling 
toward or trust of doctors. 
Jaylynn’s experience with her doctor was not unique. Many of the participants 
described instances of curt, inattentive doctors and dissatisfying outcomes, yet few of the 
lower socioeconomic participants allowed those poor experiences to translate to a poor 
opinion of doctors. In contrast, only one participant of higher socioeconomic status had a 
general good opinion of doctors, while the rest had moderate or very poor opinions of 
doctors.  
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Many of the participants with higher socioeconomic status described their feelings 
toward doctors in negative terms. Some words and phrases used were “distrust”, “loathe”, 
“know-it-all”, and “they don’t have my concerns in mind”. Samantha, a white 59-year-old 
woman with some college making around $80,000 a year between her and her husband, had 
the strongest negative feelings toward doctors, but her feeling echoed many of her peers. She 
said,  
I think they go in for helping, but I don’t believe that their code of ethics says ‘do no 
harm’ anymore. . . I think we place – that’s why they have this god complex. When 
you go to the hospital you don’t have any rights. You don’t have any say. They say 
you do but there’s a healthcare system here that is all about business and not about 
patient care. 
Samantha explained that she felt that patients did not have any rights because they are 
prescribed certain protocol’s as though they are the only option and are dismissed or refused 
care if they do not want to follow it for some reason. Janelle, a 51-year-old white doctoral 
intern earning $22,000 a year, had similar feelings: “there’s that sense of – they’re sort of a 
know-it-all, and yet they don’t have all the answers. And I think there’s a difference between 
being competent and being an expert, and being able to say ‘yeah, I’m not really sure.” Like 
Samantha, Janelle felt that doctors had an inflated opinion of their own authority that 
impeded their ability to actually be helpful.  
 Samantha also complained that doctors are “all about numbers” and prescribing 
medication to mask symptoms rather than heal the body, which is a trend in the 
neoliberalizing of medical care (Fisher, 2007). Her assessment is corroborated by several 
other participants: both Serena and Mallory described going to their doctor with symptoms 
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and being prescribed medications to manage those symptoms but being offered no 
assessment or investigation as to their root cause. “When I first went to my doctor about my 
rashes and stuff, she was just like, ‘oh, this just happens. It’s idiopathic, it’ll come, it’ll go. 
Take some antihistamines,” says Mallory, when she later learned – through her own research 
and a second opinion - that those rashes were the first symptoms of her thyroid disease.  
Maya, a 45-year-old white woman with a master’s in social work earning $41,000 a 
year, described a similar experience when she went to the doctor for knee pain and was 
promptly diagnosed with arthritis and told she would “probably need a new knee” in the 
future. Feeling that this was a rather severe and pessimistic prognosis, Maya asked if there 
was anything else she could do in the meantime. She was told she could get a shot, which 
again did not appeal to her. Instead of going back to the doctor, she decided to do more 
research herself on physical therapy and exercises she could do to strengthen the muscles 
around her knee. “My thinking is there is so much in between [onset of pain and surgery] you 
can do, but she didn’t advise it. It was just x-ray, pay, shot, pay. Basically, it was more about 
billing the money than really treating me right.” Although Maya’s general opinion of doctors 
was neutral (“there are good ones and bad ones”), she attributed her bad experience to a 
“bad” doctor.  
Because of experiences like these, Serena explains how important it is for her to be 
knowledgeable herself, reflecting the neoliberal ideal of being a “good” patient by being 
active and engaged in her own health (Fisher, 2007). However, rather than trying to prove her 
worthiness for care, Serena argues that her engagement in her health is an unfortunate 
necessity to mitigate the inadequate care she felt she received from doctors. She explains, 
“They can’t possibly know how to help me and my problem unless I do some serious 
39 
 
research, self-advocating, and understanding of the symptoms that are there or not.” In 
Serena’s and many others’ experience, doctors were not “perfect agents” who took the time 
to understand their patients in order to recommend the best treatment. Instead, they were curt, 
did not offer the time or attention to understand their patients’ concerns, and prescribed 
treatments that did not align with the patients’ values. Furthermore, their doctors failed to 
implement satisfactory informed decision-making models by providing relevant information 
to the patient. Instead, “informed decision-making” was left completely to the patients to 
inform themselves. Like most of the participants of higher socioeconomic status, Serena’s 
experiences caused her to view doctors as a resource that could only really be utilized with 
her own active engagement. This attitude points again to the advantage of high 
socioeconomic status and varying forms of capital, as it requires proficient literacy, computer 
skills, time, and confidence to conduct research on one’s own and confront a medical 
professional, particularly when one feels that their diagnoses may be lacking.  
In contrast, though participants with low socioeconomic status claimed that they 
found doctors and medical professionals trustworthy, their actual experiences of them were 
the same as those with higher socioeconomic status: negative. So why were their feelings 
different? Subscription to neoliberal ideology may be correlated with higher levels of trust in 
medical professionals, as those who take personal responsibility for their health may do so 
even in the face of poor medical care. While the neoliberal model of informed decision-
making, whether facilitated by doctors or left to patients themselves, is a privilege which 
high socioeconomic individuals can engage in, the neoliberal ideology of personal 
responsibility prohibits individuals from attributing poor health outcomes to poor healthcare. 
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There were two anomalies to these socioeconomic patterns: first, Sandra, the Black 
woman living on Disability with a myriad of health issues, described a particularly bad 
experience with doctors that caused her to view medical professionals with a general distrust. 
Second, Adrienne, the young, white doctoral intern, described only positive interactions with 
doctors and health professionals that satisfactorily helped her navigate her health concerns. 
Sandra described an experience of going to the ER and being prescribed antibiotics that she 
was allergic to; an allergy that was listed in her patient records. When her condition did not 
improve and she began seeing new symptoms, she returned to the ER, telling the doctors,  
‘So what’s wrong with the medicine you all gave me. I took all these in 7 days like 
you said. You said I’d start feeling better in 7 days. Nah, I got worser.’ I said, ‘I took these 
medicines ya’ll gave me and I got worser and had to come back in 7 days. Somethin ain’t 
workin’ right, you hear me, something ain’t right.’ 
Despite her complaints, Sandra said that the doctors in the ER never offered her an 
explanation or indicated that they realized that she was allergic to the antibiotics. Instead, 
Sandra had to wait to see her personal doctor who noticed the mistake. This experience 
echoes research on Black women’s experiences of medical professionals, which finds that 
doctors are less willing to listen and understand their problems, which in turn makes them 
less willing to adhere to treatment recommendations (Gary, Still, Mickels, Hassan & Evans, 
2015; Sacks, 2016). On top of racial bias that very well could have played a part in Sandra’s 
experience, her lack of capital also worked against her in her ability to rectify the situation 
with the ER doctors, who either did not believe her or just did not take the time to 
communicate their mistake with her.  
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Adrienne, on the other hand, had regular interactions with doctors and medical staff 
over her lifetime and described these interactions as positive and helpful. She felt that her 
concerns were adequately addressed and, as a result, she felt that doctors were trustworthy. 
Adrienne’s experience could be influenced by her race, as research has shown that doctors 
are more likely to be patient-centered and less verbally dominant in the interactions with 
white patients as opposed to Black patients (Johnson, Roter, Powe & Cooper, 2004). 
However, Adrienne’s high levels of capital could also have a large effect on her experiences, 
as she has more leverage to negotiate satisfactory care for herself.  
Besides Sandra and Adrienne, the results here are an inverse of many other studies 
that have looked at racial differences in trust of doctors, which find Blacks to have lower 
levels of trust in doctors and whites to have higher levels of trust in doctors (Corbie-Smith, 
Thomas & George, 2002; Gamble, 1997). However, these results do align with Armstrong et 
al.’s (2007) study which saw racial differences in trust differ according socioeconomic status 
and geographic location. This can be understood through the lens of neoliberalism and 
system justification, as individuals with lower socioeconomic status often do not have the 
same access to resources that would make them “good” patients and therefore critical 
consumers of medical care. Instead, they rely on the word of doctors to be sufficient for their 
care because they do not have recourse to any alternative action. In this way, neoliberalism 
increases “trust” in perceived expert authorities by virtue of the lack of other options. In 
contrast, individuals with greater resources to draw from become critical consumers of 
healthcare who survey “expert” with suspicion. As there were no participants of color in this 
study who also possessed high levels of capital, this might explain why so many of them 
claimed to trust medical professionals.  
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Similar to the analysis of individual responsibility, there were no apparent patterns in 
the participants’ responses to questions of trust and their age or gender. Research has 
suggested that there are significant differences in levels of physician trust across race and 
gender, but less so for age (Armstrong, Ravenell, McMurphy & Putt, 2007; Armstrong et al., 
2013; Gamble, 1997). That these patterns did not reveal themselves in this study may be due 
to the small sample size, or that socioeconomic status is simply a stronger factor. 
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CHAPTER 5 
 
DISCUSSION 
The purpose of this study was to explore the perceptions of individuals on their 
obstacles to health and their health experiences and examine whether there are differences in 
these perceptions along socioeconomic lines. The resulting data was analyzed using 
grounded theory and used neoliberalism, system justification, and class analysis to explain 
how cultural ideologies reify socioeconomic disparities in health outcomes. The findings 
suggest that subscription to neoliberal ideology may be an important factor in how 
individuals perceive their health experiences and may encourage individuals to justify a 
system in which they experience poor health outcomes.  
Participants in this study were grouped into low or high socioeconomic groups by 
income and level of education. The data in this study suggests that individuals with lower 
socioeconomic status are more likely to subscribe to a neoliberal ideal of personal 
responsibility, often attributing their poor health outcomes to their own poor choices. This 
aligns with other studies which show that low socioeconomic individuals are some of the 
strongest supporters of neoliberal ideology, despite being the most disadvantaged by it (Jost, 
Pelham & Carvallo, 2002; Godfrey & Wolfe, 2015; McCoy and Major, 2007). In contrast, 
this study found that higher socioeconomic individuals were less likely to cite personal 
responsibility for their health outcomes and more likely to acknowledge structural and 
situational advantages that contribute to their health such as education, access to resources, 
and social capital. 
Many of the participants with lower socioeconomic status described their health 
issues in terms of their failure to engage in specific health behaviors or to make healthy 
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choices, such as eating healthy foods or exercising consistently. Although research has 
revealed that socioeconomic disparities in health outcomes cannot be fully explained by 
differences in health behavior (Lantz et al., 1998; Lantz et al., 2001; Margolis, 2013; Sudano 
& Baker, 2005), individuals with low socioeconomic status explained their poor health 
outcomes this way. Further, by attributing poor health outcomes to their own actions (or 
inaction), participants of low socioeconomic status effectively took responsibility for their 
health, reflecting a subscription to neoliberal ideology which mandates personal 
responsibility for personal situations (Defibaugh, 2019; Fisher, 2007). Despite research 
which shows that race, income, and level of education can have significant impacts on health 
outcomes (Brodish & Hakes, 2016; Hahn & Truman, 2015; Pais, 2014), these participants 
argued that such socioeconomic factors should not make a difference in one’s health. This 
reflects neoliberal ideology by arguing that individual initiative should be enough to 
overcome obstacles to health. These participants also argued that race, age, and gender made 
no difference in their experience of health, despite research that has shown each of these to 
have a significant impact on health (Huie, Krueger, Rogers, & Hummer, 2019; Levine et al., 
2019; Margolis, 2013; Ross & Wu, 1996; Ross, Masters & Hummer, 2012; Sudano & Baker, 
2019). These attitudes may reflect the adoption of system justifying stereotypes that 
legitimize their poor health experiences. 
This subscription to neoliberal ideology can be viewed as a justification of the system 
in which individuals of lower socioeconomic status consistently experience worse health 
outcomes. System justification operates by using stereotypes to explain the position of 
various groups within social system (Jost & Banaji, 1994). By taking personal responsibility 
for their health, the participants of low socioeconomic status support stereotypes of healthy 
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people with high socioeconomic status as living healthier lifestyles while unhealthy people 
with low socioeconomic status must live less healthy lifestyles (Korp, 2008). 
The responses of participants with high socioeconomic status differed significantly, 
with many of them displaying an awareness that systemic factors such as their race, income, 
and level of education played an important role in their health experience. These participants 
did not subscribe to a neoliberal ideology but understood that many of the advantages that 
they had in their health were due to privileges that were beyond their control.  
Evidence that low socioeconomic individuals disproportionately support but are 
disadvantaged by neoliberal ideology was further supported by this study by examining 
attitudes toward their doctors. While neoliberalizing medical care has resulted in 
commodified health care systems which has largely lowered public trust in healthcare 
professionals (Ellery, Pu, Chou & Huang, 2018) personal subscription to neoliberal ideology 
also encourages individuals to take responsibility for their health outcomes even when they 
follow medical advice. For individuals with lower socioeconomic status, whether or not they 
truly trust medical professionals, they may feel obligated to view failures of doctors or the 
medical system as failures of their own in order to justify a system in which they receive 
worse healthcare than those of higher socioeconomic status. In this study, 4 out the 5 
participants with lower socioeconomic status stated positive feelings, or feelings of trust, 
towards doctors even though 5 out of 5 of them described negative experiences with doctors. 
While negative medical experiences of people with low socioeconomic status, and 
particularly people of color, are supported by previous research, this same research suggests 
that these groups also have low levels of trust in doctors (Arpey, Gaglioti & Rosenbaum, 
2017; Gary, Still, Mickels, Hassan & Evans, 2015; Sacks, 2016). However, the trust that 
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participants stated they had in doctors in this study may be better explained by class analysis 
(Armstrong, Ravenell, McMurphy & Putt, 2007). More specifically, those with fewer forms 
of capital and thus less power to negotiate within the field of the medical interaction and less 
ability to engage in self-education may “trust” in doctors by virtue of having no alternative 
options. If individuals with lower socioeconomic status are in fact more likely to subscribe to 
neoliberal ideology, then the obligation to take personal responsibility may further 
discourage them from attributing poor health outcomes to poor healthcare. 
Further, Willis et al. (2016) argue that the distrust in medical professionals is 
determined by the amount of knowledge that individuals have in navigating the medical 
system. As such, those with fewer forms of knowledge or knowledge access are dependent 
on the knowledge of a medical expert. The participants with high socioeconomic status in 
this study who had multiple knowledge resources (capital) were better equipped to come to 
their own conclusions about their health issues and subsequently lost trust in medical 
professionals who turned out to be wrong or seemed unhelpful. In contrast, participants who 
had fewer resources to broaden their knowledge were dependent on their doctors and 
therefore trusted them even when their experiences were negative. For the participants 
without resources to care for their health through alternative means, “trust” in their doctor 
may be more of a reflection of their lack of other options rather than a genuine feeling that 
their doctor will address their needs. 
These results support other research within the field that reveals individuals to have 
widely varying and complex health experiences and interpretations of them (Sacks, 2019; 
Amrstrong et al., 2007; Ward et al. 2015). While there are clear patterns in the relationship of 
socioeconomic status and health outcomes, the pathways by which socioeconomic status 
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effects health and the ways that individuals make sense of these pathways reveal more 
questions that need to be explored in order to better understand this relationship. 
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CHAPTER 6 
CONCLUSION 
The findings of this study suggest that socioeconomic status may affect how people 
perceive the obstacles to their health through subscription to neoliberal ideology which 
encourages individuals to view themselves as obstacles to their health. The findings of this 
study are important because if public health initiatives focus on changing health behaviors to 
reduce socioeconomic health disparities, and lower socioeconomic individuals are convinced 
that their health problems are indeed due to their poor choices, then the gap in health 
outcomes will never close. While I do not argue that individual health behaviors have no 
effect or that education on healthy behaviors is not necessary, I do argue that policy and 
public health initiatives have placed excessive focus on these as answers to public health 
issues, furthering the cultural ideology of neoliberalism and subsequently blaming the most 
disadvantaged people for their own health disparities. By convincing individuals that they are 
to blame for their poor health, these policies reinforce health disparities and congratulate 
people with disproportionate access to resources for making healthy decisions.  
The large body of research on socioeconomic health disparities, discussed in this 
paper, indicate that instead, local, state and federal action against health disparities should 
focus on eliminating socioeconomic disparities through policies that foster income equality, 
education, and infrastructure. Health should be supported by investing in primary and 
secondary education and “healthy living” initiatives should focus on eliminating structural 
barriers such as inaccessible fresh food and toxic living environments. Health education 
should also include research on socioeconomic disparities that go beyond health behaviors in 
order to dispel the myth of absolute personal responsibility.  
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Although the results of this study are not generalizable, if it were to be replicated on a 
larger scale, these results would have further implications for both public health policy as 
well as policy within the medical field. In addition to addressing the root of socioeconomic 
health disparities though inequalities in income, education, and living environments, the 
results of this study in particular would suggest that safety net policies need to be more 
robust and that health care providers require training beyond technical medical education to 
include interpersonal training to prepare them for caring for a diverse population of patients. 
In the case of Sandra and Kevin, who had both required disability benefits at some 
point, the burden of their health problems had a reciprocal relationship with their income. 
Both young, and both dealing with long-term health issues, they both received less than 
minimum wage in Disability checks. Because Disability is dependent on how much one pays 
in to their social security, those with long standing issues early in their life do not get the 
chance to pay in to their own safety net, leaving them with little to live on when their poor 
health keeps them from being able to work at all. While policy needs to address income 
inequality in general to combat health disparities, policy particularly needs to address how 
people in unfortunate situations are realistically supposed to recover, both physically and 
financially. 
Additionally, as the medical community shifts more towards informed and shared 
decision-making models of care, providers need protocols in place for the patients who have 
limited or no ability to engage in these. Unfortunately, addressing this will cost providers 
time and money, as it takes more time to adequately listen to a patient’s description of their 
symptoms, understand their context, and understand the patient’s values in order to 
recommend effective treatment. It also takes time to gauge if a patient needs this extra 
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attention, to understand differing cultural values, and to listen to their particular concerns. 
However, this should be considered against the cost of ineffective treatment or treatment 
nonadherence as a result of poor communication between patients and their providers. 
Providers should be aware and proficient in active listening, cultural diversity and 
socioeconomic barriers to health in order to more effectively care for a wide variety of 
patients who have a wide variety of needs and backgrounds. Unfortunately, the problem is 
not so simple as to be solved by healthcare providers themselves, as they are also constrained 
by the healthcare system. As reforms in healthcare (hopefully) progress, however, these 
issues need to be considered. 
While the findings of this study are compelling, there are some limitations. First, the 
sample is small and is not representative of the general population of Kansas City, having an 
over-representation of women and zero participants in the largest income bracket of the area 
($50,000-$74,900). Second, political affiliation of the participants was not recorded, which 
may have a significant effect on one’s views of social vs. personal responsibility, as some 
research suggests (Jetten, Haslam & Barlow, 2013). However, the questions in the interview 
guide were focused on individual experience and avoided implicating any political parties, 
partisan legislation, or issues. While participants’ opinions may have been influenced by 
political affiliations, these were not invoked in their responses. Despite these limitations, the 
findings here are useful for informing future research on socioeconomic status and health and 
how individuals understand this relationship as influencing their personal experience. 
More robust qualitative research of this nature should be conducted in order to inform 
quantitative research that can systematically measure for individual perceptions alongside 
health and socioeconomic data. Future research should review larger populations with better 
51 
 
distribution of socioeconomic status and race, seek more male participants, and include data 
on political affiliation to better explore both the effect of cultural ideology on health 
perceptions and levels of trust in physicians.  
This study supports previous research on the relationship between socioeconomic 
status and health and adds a new dimension by incorporating neoliberalism, system 
justification and Bourdieu’s concepts of class distinction as analytical tools. The findings in 
this study also challenge some of the previous research on who is more or less likely to be 
trusting of the medical community, suggesting that more research needs to be done in order 
to better understand what influences people’s attitudes.   
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APPENDIX A 
 
RECRUITMENT FLIER 
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APPENDIX B 
INTERVIEW GUIDE 
Health Status 
1. How would you describe your health right now? 
2. Is it better or worse than it has been in the past? Why do you think that is? 
3. What kind of health care coverage do you currently have? 
Consequences of Illness 
4. When you are sick, what do you do about your job? 
a. For example, when you have the flu…. 
b. For example, when you need to see a doctor… 
5. How do you take care of your kids when you are sick? 
a. If your children are sick, are you able to care for them the way you would like? 
6. Tell me about the last time you went to the doctor. 
a.  Why did you go? 
b. What kind of things go through your mind as you wait in a doctor’s office? 
c. What was the result of you going to the doctor’s office? 
7. How do you feel about doctors? 
a. Do you trust them? Why/why not? 
8. How do you feel about medicine?  
a. Do you take it regularly? Why/why not? 
9. Tell me about the last time you were sick. When was that? Did you miss work? Did 
you see a doctor? 
10. The last time you were sick, did you feel worried, stressed, or scared? How so? 
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11. When you start to feel sick, such as having a scratchy throat or stuffy nose, what do 
you do? 
Health and Prevention 
12. What do you do to stay healthy? 
a. Can you tell me a bit more about that (for each one) 
b. Why do you think X helps you stay healthy? 
13. Is there anything you do to try to keep from getting sick? 
a. Do these interventions seem to work for you? 
14. What does it mean to be healthy? 
15. What does it mean to be sick? 
16. Do you think your race, age, gender, income or education make a difference in your 
experience of being sick? 
a. Would your experience of being sick change if you had better health care? 
b. More money? 
c. More time? 
Demographic Data 
Now I’d like to ask some general background information 
17. How old are you today? 
18. Do you identify with a gender? If so, which one? 
19. Do you identify with a race or ethnicity? If so which one(s)? 
20. What sort of work do you do? 
21. What is your yearly income? 
22. What is the highest level of education that you have completed?  
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APPENDIX C 
CODE BOOK 
 
Code Description 
Personal Responsibility 
(PR) 
Individual argues that personal desires 
should be achieved through personal work. 
Success is earned and not given. 
Systemic Awareness 
(SA) 
Individual points to systemic factors to 
explain their personal situation. Invokes the 
injustice of the social/political system to 
explain advantage/disadvantage. 
System Justification 
(SJ) 
Individual makes statements that defend or 
justify the existing order of things, whether 
or not that individual is unfairly affected by 
that order. 
Negative Medical Experience 
(NME) 
Describes negative experiences with doctors 
or clinical staff, i.e. issues were not 
resolved, felt unheard or uncared for, 
adverse health effects. 
Positive Medical Experience 
(PME) 
Describes positive experiences with doctors 
or clinical staff, i.e. issues were resolved, 
felt cared for or understood. 
Mistrust of Doctors 
(MD) 
Implicit or explicit statements of distrust of 
doctors, regardless of experiences with 
them. 
Trust of Doctors 
(TD) 
Implicit or explicit statements of trust in 
doctors, regardless of experiences with 
them. 
 
 
 
 
 
 
 
  
56 
 
APPENDIX D 
IRB APPROVAL FOR HUMAN SUBJECTS RESEARCH 
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